Objective: To assess additional adverse life events that women exposed to intimate partner violence (IPV) may have endured and to ascertain whether, and in what ways, problems in adjustment are related more to IPV or to IPV plus other adverse life events. Method: Predictors of the effects of exposure to adversities were investigated in this study of 104 women exposed to severe IPV who reported conflict tactics, adverse life events, as well as symptoms of distress. Results: The majority of participants experienced additional adversities (86%). Significant differences were found between those exposed to IPV-only and those exposed to IPV plus other adverse events in terms of IPV frequency and current symptoms of distress. Women with IPV plus other adverse events had twice as many physical assaults and 4 times as many sexual assaults from an intimate partner compared to IPV only women. The number of adverse events contributed significantly to variance in trauma symptoms over and above that of exposure to IPV alone. IPVϩ women had approximately twice as many avoidance and physiological arousal symptoms as IPV-Only women. Conclusions: The results of this study suggest a variety of implications for IPV treatment and interventions. Specifically, the role that additional interpersonal violence, especially sexual violence, plays in the expression of distress may relate to the type of service offered to the survivor.
Intimate partner violence (IPV) is a peril facing millions of women around the world (Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002) . A review of studies reveals that women are at the greatest risk for being killed by an intimate or ex-intimate partner when there is a history of domestic violence, as well as when there are threats to kill or threats with a weapon or when the partner is unemployed, estranged, and/or has access to guns (Campbell, Glass, Sharps, Laughon, & Bloom, 2007) . Research on intimate partner violence and its sequelae is critical, as it helps to clarify the extent of the problem and gives direction for developing more effective interventions and treatments (Graham-Bermann, Gruber, Girz, & Howell, 2009 ). Yet many studies do not recognize or report the extent of overlapping violence or the extent to which IPV alone accounts for negative outcomes. The effects of additional adverse life events on the functioning of individuals exposed to IPV can be significant and possibly overshadow the effects of IPV alone. Thus, the present study asks the question, to what extent do victims of IPV also experience other adverse events and how does that additional experience affect current levels of distress? A review of previous studies of the additive effects of exposure to stressful life events and studies of the effects of IPV will help to frame these questions.
The Impact of Multiple Adversities
Multiple adverse life events may take place over the course of the woman's life and can range from experiencing a life-threatening illness, to witnessing or being the victim of violence, to surviving a natural disaster (Alexander, 2009; Tolin & Foa, 2006) . A number of studies provide evidence of a significant relationship between the level of posttraumatic stress disorder (PTSD) symptoms experienced and the number of stressful events in one's life. For example, Scott (2007) , in a study of 104 clinical and 64 nonclinical participants, evaluated the relationships between PTSD symptomatology, the number of adverse events, and the severity of each, finding that the number and severity of events were related to severity of PTSD symptomatology.
Going beyond the number of stressful events and focusing on the type of stressful event, studies of young children have found that, given their developmental needs, upsetting events that involve important people in their lives have more impact than other kinds of adversities (Graham-Bermann et al., 2008; Salmon & Bryant, 2002) . Similarly, Breslau and colleagues, Messman-Moore and colleagues, and others have found that in addition to the number of adverse events, specific events involving personal assaults during childhood are the most salient predictors of PTSD in adulthood (Breslau, Chilcoat, Kessler, & Davis, 1999; Messman-Moore, Long, & Siegfried, 2000) . There appears to be consensus that experiencing adverse events is more traumatic than witnessing such events (Kulkarni, Rauch, Graham-Bermann, & Seng, in press ).
Other researchers have explored exposure to one type of violence as an adverse event, such as childhood abuse, and then evaluated other adverse events and their impact on trauma symptoms. In Seedat et al.'s study (2005) , women who experienced abuse during both childhood and adulthood reported a significantly greater number of trauma symptoms than women who reported either no abuse or only childhood abuse. The victims of childhood abuse also noted greater exposure to other types of nonsexual adversities in their lifetime. The interaction between multiple adversities and childhood abuse was further analyzed by Whitfield, Anda, Dube, and Felitti (2003) , who found that as the number of violent exposures of any kind as a child increased, the risk of victimization increased by 60 -70%. Further, there was a strong correlation between the number of child abuse experiences and the risk of IPV victimization. Another revictimization study found that adult women with a history of abuse were more likely to experience PTSD symptoms than those exposed to adult assault only (Messman-Moore et al., 2000) .
The Effects of Exposure to IPV
Studies of the effects of exposure to IPV clearly associate IPV with increased odds of having a mental health problem. For example, in a meta-analysis of 56 studies, Golding (1999) reported a dose-response relationship between exposure to physical violence and depression, suicidality, PTSD, and substance abuse. More specifically, abused women were 3.6 to 3.8 times more likely to have depression, suicidality, and PTSD, and 5.6 times more likely to abuse drugs or alcohol than the general population. This analysis showed that while absolute prevalence rates varied a great deal across studies, the magnitude of the association between IPV and mental health problems was substantially more consistent, with the size of the association statistically homogeneous in studies of PTSD (Golding, 1999) .
Of women who experience IPV, between 33% and 84% meet criteria for PTSD, compared to the lifetime prevalence of 1-12% in the general population (Astin, Lawrence, & Foy, 1993; Kemp, Rawlings, & Green, 1991) . Victimized women living in IPV shelters exhibit PTSD symptoms at a higher frequency (84% to 40%) than victimized women not residing in a shelter (Golding, 1999) . Research has shown women in shelters have been exposed to more severe violence (Johnson, 2006 ). Yet it is not clear whether that is the primary reason for their greater PTSD. Still, when the frequency of reported traumatic stress symptoms is analyzed, researchers find that the most common symptoms of women impacted by IPV are repeated, disturbing memories and thoughts of the abuse (58%), becoming upset by reminders of abuse (55%), and being hyperalert or on guard (52%; Seedat et al., 2005) . Research further points to a direct correlation between the intensity of victimization and the severity of symptoms, thus suggesting that the more severe and traumatic the violence, the more severe the PTSD symptoms and the more likely that the symptoms will result in a PTSD diagnosis (Hughes & Jones, 2000; Pico-Alfonso, 2005; Scott, 2007; Woods, 2000) .
Studies by Krause, Kaltman, Goodman, and Dutton (2006) , Mertin and Mohr (2000) , and Seedat et al. (2005) offer a comprehensive evaluation of the role that avoidance symptoms may play in IPV victimization. Krause and colleagues (2006) found that women who were reabused over the course of their study initially reported more numbing and hyperarousal symptoms than those who were not reabused. Although both avoidance/numbing and physiological arousal were higher at the baseline for reabused women, avoidance/numbing was the only significant predictor of reabuse status (Krause et al., 2006) . Of the participants in the Mertin and Mohr (2000) study, 45% of the women with a PTSD diagnosis and 86% of all female participants reported extreme efforts to avoid thoughts, feelings, and places associated with the violence. Because the avoidance/ numbing symptoms emerged as a unique predictor of reabuse, Krause and colleagues concluded that perhaps PTSD is one of several factors that may increase the likelihood of partner reabuse over time (Krause et al., 2006) .
When analyzing different types of IPV and PTSD, psychological maltreatment was the strongest independent predictor of PTSD in two studies. Mechanic, Weaver, and Resnick (2008) found both psychological maltreatment and stalking to contribute significantly to variance in PTSD for abused women. While PicoAlfonso (2005) found no significant relationship between sexual abuse by a partner and PTSD when dichotomous variables were analyzed, psychological abuse, more than physical assaults, was the strongest predictor of PTSD. However, the results of this study were limited by the use of a sheltered sample and a nonstandardized measure of PTSD.
Studies distinguishing the role of demographic factors in IPV exposure show inconsistent results (Leaman & Gee, 2008) . Several studies have found young age (Caetano, Vaeth, & Ramisetty-Mikler, 2008) ; single, divorced, or separated status (Seedat et al., 2005) ; low income/socioeconomic status (Rennison & Welchans, 2000; Vest et al., 2002) ; and low educational achievement (Seedat et al., 2005) to be associated with higher rates of IPV. However, other studies have found opposite results (Lauritsen & Schaum, 2004) . Findings concerning ethnicity are also inconclusive, as some studies comparing African Americans to Caucasians report higher rates of IPV for African Americans (Caetano et al., 2008) , while other studies report lower rates for African Americans relative to Caucasians (Lilly & GrahamBermann, 2009 ).
Exposure to IPV, Additional Adverse Events, and Traumatic Stress
Although research on the links between traumatic exposure and PTSD and between IPV and PTSD are fairly consistent (Banyard et al., 2001; Graham-Bermann & Seng, 2005; Tolin & Foa, 2006) , less is known about IPV, additional adverse events, and traumatic stress, as but a few studies have included all three constructs in their assessments. For example, one study compared distressed women to those who used services at battered women's shelters and found higher rates of PTSD in abused women (58% vs. 19%) taking the prior abuse history of both groups into account (Astin, Ogland-Hand, Coleman, & Foy, 1995) . Of the additional adverse events that were measured, childhood sexual abuse was the greatest predictor of PTSD status in the battered women's group. Young age was another significant predictor of PTSD. The authors concluded that experiences other than IPV contributed to PTSD. Another study assessed Latina women exposed to IPV and a control group who were also evaluated for PTSD and their violence histories (Pico-Alfonso, 2005) . Results indicated that the IPV sample had greater PTSD and more violence in their histories; however, there was a negative relationship between a history of violent victimization and having PTSD in the IPV-exposed group.
Limitations of Prior Studies
It appears that, while studies vary in terms of method and samples, there is no clear picture of the extent to which childhood adverse experiences, including abuse, predict risk for developing PTSD in adult women exposed to IPV. A broader range of stressful events may need to be explored when relating adversities to the expression of traumatic stress symptoms and PTSD in women exposed to intimate partner violence. This means going beyond a focus on physical and sexual abuse during childhood. For example, in some studies, a more complete assessment might include having a life-threatening illness, going to war, experiencing a natural disaster, the death of a loved one, serious accident or injury, unexpected separation, or imprisonment, among other adverse events. Finally, in answering this question, a within-group analysis exploring the relationship between a history of adverse events and PTSD for abused women might be more fruitful than studies simply comparing abused to nonabused women. Determining the effects of a range of multiple adverse events on women exposed to IPV, and, subsequently, their PTSD symptomatology, is at the core of the present study. The study is unique in ascertaining not only whether and how additional stressful life events affect symptoms but also whether certain types of additional events may affect symptoms more than others for women who have experienced severe levels of IPV.
Research Hypotheses
Given the above findings on adverse life events, IPV, and traumatic stress symptomatology, four research questions and hypotheses have emerged to inform the present study:
1. Is IPV more frequent for women with a history of other adverse life events than for those with IPV-only? We hypothesize that a history of adverse events, particularly events involving interpersonal violence, will be associated with more frequent physical and sexual conflict tactics and physical injury in the intimate partner relationship.
2. The second research question concerns the relationship between adverse events (not including IPV) and trauma symptoms. We hypothesize a significant and positive relationship between the number of adverse events to which the woman was exposed and greater trauma symptoms.
3. The third question focuses on distinguishing the effects of a broad range of particular stressful life events on women's trauma symptoms. Specifically, do trauma symptoms differ for women exposed to IPV who experience other specific adverse events compared to those who do not? In particular, we hypothesize that traumatic stress symptoms will be significantly higher for those who report events (beyond IPV) related to direct interpersonal violence, such as non-IPV physical and sexual assault, than for those without such adverse events.
4. What is the relative contribution of IPV and past adverse events to current trauma symptoms? We hypothesize that when demographic variables and IPV are taken into account, the number of adverse events in the person's history will significantly contribute to variance in PTSD symptomatology.
Methods

Procedures
Following approval by the institutional review board, women exposed to intimate partner violence who were living in Southeast Michigan were recruited through advertisements in local newspapers, flyers distributed to housing units and shelters, cooperating stores, churches, and local mental health agencies, as well as the Department of Social Services offices for the State of Michigan. One of the strengths of this study is recruiting women currently residing in the community rather than the exclusive selection of those living in shelters.
Women interested in participating in the study contacted the research team by phone and participated in a brief telephone screen to ensure that they had experienced severe physical violence within the past 2 years. Of those women who contacted the study coordinator, only five did not meet study criteria based on this screen. All women who contacted the study, regardless of qualification for participation, were provided with information about affordable resources available for families with violence, including referrals for mental health services. Following the screen, if individuals indicated their willingness to participate, an interview was immediately scheduled. Interviews took place at a variety of locations. For women not currently living with a violent partner, interviews were done at their home. For women currently living with a violent partner, interviews were done at the research laboratory, a local shelter, or an alternate location of the participant's choosing, such as a park or restaurant. During the assess-ment, study participants signed informedconsent forms and were told that they could stop at any time, could "pass" or not answer any question, and were given referrals for appropriate and affordable mental health services when indicated. All women completed their interview. In addition, they were assured that their identities and responses would remain confidential. Women were paid $25 in exchange for participating in the study.
Participants
The sample consisted of 104 women who had experienced intimate partner violence within the past two years. The women ranged in age from 21 to 54 (M ϭ 31.97, SD ϭ 7.42) years. The largest ethnic group represented in this study was European American (48%), while 37% identified as African American, 5% identified as biracial, 5% as Hispanic American, 2% as Asian American, and 3% as other. Most of the women had completed high school (87%), with 18% graduating college. The majority of women were single, that is, never legally married (43%), but 25% were either married or living with a partner. Twenty-five percent were separated and 7% divorced. Half (50%) had lived in a shelter for abused women in the past, and 8% were currently living with a violent partner. Of the study participants, 40% were currently working. Monthly household income was low but varied substantially with a mean income of $1,369 (SD ϭ $1,421).
Measures
Demographics. A demographics questionnaire was administered to each woman to ascertain basic background information, such as age, income, ethnicity, education, and relationship status. This and all other measures in this study were completed as face-to-face interviews.
Intimate partner violence. Family violence was assessed with the Revised Conflict Tactics Scales (CTS2; Straus, Hamby, BoneyMcCoy, & Sugarman, 1996; Straus, 1979) . The CTS2 measures the severity of psychological, physical, and sexual violence in a dating, cohabiting, or marital relationship, as well as the extent to which negotiation has been used to deal with conflict. Participants estimated the frequency with which their partner used different violence tactics toward them within the past year on a 7-point Likert scale (from "never occurred" to "occurred more than 20 times"). The Measure is comprised of five subscales: Physical Assault (e.g., "My partner twisted my arm or hair"), Psychological Aggression (e.g., "My partner insulted or swore at me"), Negotiation (e.g., "My partner explained his or her side of a disagreement to me"), Injury (e.g., "You had a broken bone from a fight with your partner"), and Sexual Coercion (e.g., "My partner used threats to make me have sex"). As is consistent with standard practice, the Negotiation subscale was not included in the total scale score. The CTS2 has good internal consistency reliability, with alpha coefficients ranging from .79 to .95, as well as adequate construct and discriminant validity (Straus et al., 1996) . In the present study, reliability for the CTS2 Total Scale was .87, with lower statistics for the subscales of Negotiation (␣ ϭ .47) and Injury (␣ ϭ .55).
Adverse events. As part of the interview, the following script was read to each woman: "The next questions have to do with dealing with stressful situations that may have happened to you or you may have seen. It is OK to pass on any question you do not want to answer. Many people have lived through or witnessed a very stressful or adverse event at some point in their lives. Please indicate whether or not you have experienced or witnessed each of these events." Women were told that these events were distinct from the violence they may have experienced with an intimate partner. For this part of the interview, 11 potentially traumatic events (with examples) adapted from the Posttraumatic Stress Diagnostic Scale (PDS; Foa, 1995) were used to assess adverse experiences. Items included (a) a serious accident, fire, or explosion (e.g., an industrial farm, car, plane, or boating accident); (b) natural disaster (e.g., tornado, hurricane, flood, or major earthquake); (c) nonsexual assault by a family member or someone you know (e.g., being mugged, physically attacked, shot, stabbed, or held at gunpoint); (d) nonsexual assault by a stranger; (e) sexual assault by a family member or someone you know (e.g., rape or attempted rape); (f) sexual assault by a stranger; (g) military combat or a war zone; (h) sexual contact when you were younger than 18 with someone who was 5 or more years older than you (e.g., contact with genitals, breasts); (i) imprisonment (e.g., prison inmate, prisoner of war, hostage); (j) torture; (k) lifethreatening illness; (l) other traumatic event (for example, attacked by an animal; witnessed another person being beaten, raped, threatened with serious harm, shot at, seriously wounded, or killed; hospitalization, emergency room visit, and/or invasive medical procedures; kidnapped; or other event). A total adverse-events score reflects the sum of endorsed items.
Mental health. Posttraumatic stress symptoms were assessed using the Posttraumatic Stress Diagnostic Scale (PDS; Foa, 1995) . The PDS is a 49-item measure designed to assist with the detection of PTSD symptoms. Each participant was asked to focus on the "worst" traumatic event associated with physical and/or sexual assault from a partner, and respondents answered a series of questions that tap into symptoms of PTSD: Traumatic Reexperiencing (e.g., "having upsetting thoughts or images about the traumatic event that come into your head when you didn't want them to"), Avoidance (e.g., "trying to avoid activities, people, or places that remind you of the traumatic event"), Numbing (e.g., "feeling emotionally numb such as being unable to cry or unable to have loving feelings"), and Physiological Arousal (e.g., "being jumpy or easily startled"). Participants indicated how frequently they experienced each symptom of PTSD within the last month on a 4-point scale ranging from 0 ("not at all" or "only one time") to 3 ("5 or more times a week/almost always"). The PDS has high internal consistency and test-retest reliability for diagnosis and for symptom severity scores (87.3% and 83%, respectively), good sensitivity and specificity (82% and 76.7%, respectively), and it has been shown to correlate highly with other measures of PTSD (Foa, 1995) . In the current study, reliability for the Total PDS was .87, with .79 for the Reexperiencing scale, .75 for the Avoidance scale, and .73 for Physiological Arousal.
Results
Descriptive Statistics of Study Participants
Women in this study reported an average of 227 total conflict tactics in the past year (SD ϭ 144.7). IPV was not significantly related to monthly income, marital status, ethnicity, or education but was significantly associated with age (r ϭ Ϫ.307, p ϭ .003), such that younger women had higher mean IPV scores on the CTS2. Only 14% of the women in this study reported exposure to IPV as the sole adverse event experienced in their lifetime (see Table 1 ). As such, the majority of the women were exposed to additional stressful life events. The mean number of additional types of adverse events reported was 2.90 (SD ϭ 2.07), with a range of 0 to 9. The most frequently reported additional events were physical and sexual assaults by family members (58% and 42%, respectively). Forty-five percent received unwanted sexual contact before the age of 18. The women in this study had significant mental health problems. Seventy-nine percent of the women had trauma symptoms that lasted more than one month. Of those, 83.5% met DSM-IV criteria for a PTSD diagnosis using their selfreported symptoms from the PDS (American Psychiatric Association, 1994). The prevalence of PTSD for the whole sample was 69%.
Between-Groups Differences in IPV
The first hypothesis, that the frequency of IPV would be greater for those with additional adverse events related to interpersonal violence, was partially confirmed. Also shown in Table 1 , women exposed to additional adverse events had significantly higher rates of both physical and sexual assaults, but not more physical injury in the past year, relative to those not exposed to additional adverse events. More specifically, women exposed to additional events had twice as many physical assaults and 4 times as many sexual assaults from an intimate partner in the last year compared to those with IPV-only.
Associations Among Specific Adverse Events and IPV Tactics
MANOVAs testing differences in IPV tactics mean scale scores were performed for each type of adverse event. Significance was found only for sexual misconduct with a minor, defined as sexual contact when younger than 18 by someone at least 5 years older, F(5, 99) ϭ 3.540, p ϭ .006. Table 2 shows the results of analyses of differences in IPV tac-tics for those who experienced specific adverse events relative to those who did not report these experiences. Those with a history of sexual misconduct had significantly more sexual coercion, physical assaults, and physical injury in their intimate partner relationship relative to those without sexual misconduct histories. Those physically assaulted by a family member had more sexual coercion than those not so assaulted, with a trend for more physical abuse in their intimate partner relationship.
Association Between Adverse Events and Trauma Symptoms
For the second research question, we hypothesized that the number of adverse events would be significantly associated with the extent of trauma symptoms. There was a positive and significant correlation between the total number of additional adverse events and the total trauma symptoms score (r ϭ .429, p ϭ .001), as well as between the number of additional adverse events and reexperiencing symptoms (r ϭ .268, p ϭ .006), avoidance symptoms (r ϭ .410, p ϭ .001), and physiological arousal symptoms (r ϭ .388, p ϭ .001).
Significant differences were found for those exposed to IPV-only and IPV plus adverse events in greater avoidance, greater physiological arousal, and greater total trauma symptoms, as shown in Table 1 . Those with IPV plus additional events had approximately twice as many avoidance and arousal symptoms as those with IPV-only (see Table 1 ).
Specific Adverse Events and Trauma Symptoms
The third hypothesis, that PTSD symptoms would differ for women who experienced spe- with a history of sexual assault by a family member or a stranger, those who had experienced sexual misconduct as a minor, and those who were tortured had significantly greater avoidance, physiological arousal, and total trauma symptoms scores. Having had a life-threatening illness was associated with significantly more avoidance and reexperiencing symptoms. Trauma symptoms did not vary significantly when the adverse event was an accident or fire, natural disaster, physical assault by a family member or stranger, combat, or imprisonment. 
Adverse Events and IPV as Predictors of Trauma Symptoms
The fourth hypothesis concerned the relative contribution of adverse events and IPV as predictors of PTSD symptoms. We expected adverse events to make a unique contribution to trauma symptoms over and above that of IPV, and that assumption was supported. Linear regression was used to test a model using demographic variables, IPV, and the number of adverse events in predicting each type of trauma symptom and the total symptoms score. Associations among model variables are shown in Table 4 . The results (shown in  Table 5 ) indicate that the number of adverse events was a significant predictor of avoidance, physiological arousal, reexperiencing, and total PTSD symptoms such that the greater number of adverse events predicted higher symptom scores. The only IPV variable of significance was Negotiation, which negatively predicted reexperiencing symptoms and total symptoms scores. In all, this model accounted for 29% of variance in avoidance symptoms (adjusted r 2 ϭ .217), 28% of variance in physiological arousal symptoms (adjusted r 2 ϭ .208), 16% in reexperiencing symptoms (adjusted r 2 ϭ .080), and 33% in total PTSD symptoms (adjusted r 2 ϭ .260).
Discussion
The present study sought to determine the effects of a range of multiple adverse events on women exposed to IPV and, subsequently, their PTSD symptomatology. Specifically, this study attempted to ascertain both how additional stressful life events affect symptoms and whether certain types of additional events affect symptoms more than others. The first hypothesis, that the frequency of IPV would be greater for women with a history of additional adverse life events, was partially confirmed. In terms of exposure to adversities, very few (14%) of the women in the present study experienced IPVonly, with the majority of women exposed to IPV and more than two other types of adverse events in their lifetime. As other researchers have found, women with a history of adverse events are at risk for further victimization in adulthood, such as IPV (Whitfield et al., 2003) . Further, in the present study, specific forms of violence with an intimate partner were related to additional adverse events, such that participants exposed to additional events had twice as many physical assaults and 4 times as many sexual assaults from an intimate partner in the past year as compared to those with IPV as their sole adversity. This fourfold higher rate of sexual IPV and the doubling of physical IPV for women with additional adversities is striking and is new information to the field. Such drastically higher rates of physical and sexual assaults have not been identified in previous research and offer unique information on the complicated and chaotic environments of women exposed to IPV. When evaluating each type of adverse event independently, women with a history of sexual contact had significantly more sexual coercion, physical assaults, and physical injury in their intimate-partner relationships. Given that there seems to be a pattern of adversity, often starting during a woman's younger years, as noted by Caetano et al. (2008) , future studies that take a longitudinal approach might shed light on whether it is early or later exposure to adversity, including IPV, that is most associated with impaired functioning during adulthood.
The second hypothesis addressed the relationship between adverse events and trauma symptoms. In this study, 79% of the women had trauma symptoms that lasted more than one month. These findings are consistent with other studies that report PTSD rates ranging from 33% to 84% (Astin, Lawrence, & Foy, 1993; Golding, 1999; Kemp et al., 1991) . We hypothesized a significant and positive relationship between the number of adverse events to which the woman was exposed and greater trauma symptoms; this hypothesis was confirmed. Significant differences were found for those exposed to IPV-only and IPV plus adverse events in greater avoidance, greater physiological arousal, and greater total trauma symptoms for those women exposed to additional adversities. Consistent with the literature, women exposed to IPV plus additional adversities reported more trauma symptomatology (Krause et al., 2006; Pico-Alfonso, 2005; Seedat et al., 2005; Scott, 2007; Vest et al., 2002; Vrana & Lauterbach, 1994; Woods, 2000) . While this finding on the connection to traumatic symptoms is consistent with past literature, it serves to underscore the importance of identifying and understanding such linkages among different forms of adversity. In particular, it highlights the necessity of gathering a full history of exposure to adversity and tailoring treatments to the unique needs of each woman.
The third hypothesis centered on distinguishing the effects of a broad range of particular stressful life events on women's trauma symptoms. Specifically, we assessed whether PTSD symptoms differed for women exposed to IPV who experienced specific adverse events compared to those who did not. As hypothesized, PTSD symptomatology was related to the type of additional adversity experienced. Women with a history of sexual assault by a family member or a stranger, those who had sexual misconduct with a minor, and those who were tortured had significantly greater avoidance, physiological arousal, and total PTSD symptoms scores. Kulkarni et al. (in press) noted that experiencing violence produced more trauma than witnessing violence or other adverse events. We hypothesized that experiencing adverse events of an interpersonal nature would be related to greater trauma symptoms. Our results confirmed that intrusive violence, such as sexual assaults and torture, were most associated with traumatic stress. As found by other researchers, adversities involving prior personal assaults predicted greater PTSD symptoms (Breslau et al., 1999; Messman-Moore et al., 2000) .
The fourth hypothesis focused on variability in PTSD symptom scores. We expected that the number of adverse events in the participant's history would significantly contribute to vari-ance in PTSD symptoms above that of experiencing IPV alone. This was supported in that the number of adverse life events was a significant predictor of avoidance, physiological arousal, reexperiencing and total PTSD symptoms over and above IPV alone. Our findings reflect those of Scott (2007) , who described a relationship between the severity of PTSD symptoms and the number of adverse events.
Limitations
While the results of this study demonstrate how specific additional adverse events impact trauma symptoms, several limitations must be addressed. First, all measures used in the study were standardized, yet they were restricted by being self-report and cross-sectional. With the exception of the adverse event of sexual misconduct when younger than 18, the adverseevents measure did not allow for a developmental analysis. Without knowing the timing of other adverse events, it was not possible to ascertain the direction of effects. In addition, the percentages of reported adverse events might be inflated such that some events may have occurred at the same time, for example, physical and sexual assaults. Some of the CTS2 subscales had low reliability. Specifically, the Negotiation and the Injury subscales had lower reliability than the psychological Aggression, Physical Assault, and Sexual Coercion scales. Thus, caution should be used in interpreting results associated with those subscales.
Additionally, the sample was composed primarily of European American and African American women; thus, the results cannot be generalized to women who may identify as Hispanic, Asian, biracial, or other ethnicity. Restriction to limited ethnic backgrounds is not desirable, given that there may be experiences of other minority women that are unique to their ethnicity and thus not addressed in the present study. Further, this study is based in Southeast Michigan; therefore, it is not geographically representational. As addressed earlier, there is some contradictory evidence concerning whether variables such as poverty status, employment status, and marital status are risk factors for, or consequences of, IPV exposure. Until more conclusive research is produced, the association between IPV exposure and demographic variables is difficult to ascertain.
Clinical Implications
The results of the present study suggest implications for IPV interventions and future studies on IPV. Clearly, clinical interventions for survivors should address violence as well as the consequences of violence. To acknowledge the issue of IPV is critical, but to be most effective, screening and interventions might also identify both the general and specific effects of trauma and help victims to cope with all aspects of their lives directly affected by PTSD. Women who are traumatized by violence and adverse events are likely to avoid reminders of these events, and that may affect their ability to get help or to leave an abusive relationship. Therefore, service providers would do well to screen for prior adverse events in order to make appropriate referrals, as women simply may not report such events unless asked. Strategies for more effective recruitment could potentially reduce the number of women who fail to participate in or avoid interventions as a result of violence and prior adversities.
Our findings suggest that interventions designed to assist abused women might also consider the kinds of additional adverse events in their lives as targets for intervention. For example, to the extent that it is possible, efforts could be made to reduce the possibility of exposure to additional adverse events or revictimization by emphasizing issues of safety and empowering women in terms of self-protection. In the present study, the most reported adverse events, in addition to IPV, were physical assaults by family members, unwanted sexual contact, and sexual assaults. These findings reflect those reported by other researchers (Banyard et al., 2001; Pico-Alfonso, 2005 ). Yet programs for abused women may not consider the import and the challenges of such additional adverse events in women's lives.
Intimate partner violence is an irrefutable reality with alarming consequences in our society. Study results indicate that the vast majority of women exposed to IPV have experienced other forms of adversity during their life, and that the prevalence of trauma symptoms among these women is startlingly high. Education, research, and social action are imperative in empowering women to seek treatment and in providing for all of their needs. AQ1: Author: In the abstract, the abbreviations "IPV-O" and "IPVϩ" are used, but these are not used in the text of the article itself. Please make this more consistent by either removing the abbreviations from the abstract or by changing the references to these terms in the text to the abbreviations.
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